Having for years past struggled, with varying success, with the multitudinous flaps, described in the textbooks and journals, for the filling in of the postoperative mastoid cavity, it seems to me to be worth while to describe yet another, as it has the merit of simplicity, and in addition preserves the periosteum which, except in a few cases, has been entirely neglected.
The skin incision that I use is the classic one, extending from a point half an inch posterior to the temporal artery above and curving downwards about a quarter of an inch behind the attachment of the auricle, to finish at the center of the tip of the mastoid process. This incision goes through skin and subcutaneous tissue only, and during its performance the auricle is pulled strongly forward and dissected, almost peeled, from the underlying pericranium until the cartilaginous meatus is reached. The exposed pericranium is then incised by a cut extending from a point just behind the suprameatal spine upwards and backwards to a point jlist anterior to the line of the original skin incision. A second incision extends from a point just behind the lower angle of the cartilaginous meatus downwards and backwards, diverging from the first, to a point just within the line of the original skin incision. A third incision joins the posterior ends of these two, running in the same line as, but just anterior to, the original skin incision.
The. pericranial flap, so formed, is raised from the bone and pushed forwards and held out of the way by the anterior plate blade of my selfretaining mastoid retractor, which is inserted between the pericranium and posterior osseous wall of the canal. The mastoid operation, whether Heath or radical, is then performed, and at its completion the retractor is removed and the pericranial flap clipped and held with a pair of catch forceps. Next, a flap is made in the posterior wall of the cartilaginous meatus, after the method of Korner. The first incision is made along the junction of the posterior and superior walls of the canal and above the attached pericranium, whilst the second incision is made along the junction of the posterior and inferior walls of the canal and below the attached pericranium. The next step is to raise the pericranium along the posterior margin of the wound and, also, to separate it as far as possible from the overlying skin and subcutaneous tis--sue. This done, a catgut stitch is passed through the upper angle of the pericranial flap, and the two threads passed on a single needle through the upper angle of the raised posterior pericranium from within outwards. The same process is repeated with the lower angle of the flap to the lower angle of the raised posterior pericranium. The stitches are then pulled upon and the pericranial flap drawn under cover of the raised posterior pericranium and the stitches are then tied, the upper two threads to the lower two. In place of this catgut stitch a silkworm gut stitch may be passed through the pericranial flap from without inwards, and then from within outwards, and the two threads passed on a single needle under the raised pericranium and out through skin about half an inch behind the posterior edge, and tied tightly over a tube or roll of gauze. Now, the Korner flap has been so cut, above and below the attachments of the pericranial flap to the cartilage of the meatus, that when the stitches, whether catgut or silkworm gut, are tied, the attached pericranium pulls on the tongue of the cartilaginous flap, draws it back into the postoperative cavity and holds it in position in identically the same way as it would be drawn back and held if the flap itself were stitched.
It has a distinct advantage in that it forms a pericranial covering to the cavity, and being in close proximity to healthy periosteum becomes united to it, and so hastens healing. The posterior skin incision is, of course, stitched in the usual way.
